particular type of diverticulitis, namely, after perforation or bacterial penetration, I feel sure from my experience that simple drainage of the peritoneum is, often, all that is necessary. If obstruction be present, which is not usually the case, then a colotomy is the right treatment. But I feel that resection of the bowel would be most dangerous in such cases, and in this respect I am in entire agreement with the remarks which our President has made.
One difficulty in a discussion of this kind is, that one meets clinically with cases in which, though diverticulitis may be suspected, the interests of the patient are incompatible with the steps necessary either to establish or to disprove the tentative diagnosis. Thus I saw, with Dr. Thornton, of Acton, a lady aged 45, who had a tumour in the right renal region and symptoms of partial obstruction, with visible coiling. Operation disclosed a local lump in the ascending colon, adherent to the kidney, with cellulitis of mesentery and colon ait that level. Section of a piece of the mesentery showed no sign of tubercle, just the appearance of cellulitis. Alateral anastomosis from the ileum to the transverse colon permanently relieved the patient, and the diagnosis remains uncertain, though, I take it, it is extremely probable that it was a case of chronic diverticulitis.
I have once seen a specimen which showed a diverticulum with carcinoniatous infiltration around it. I made a thorough hunt through my specimens the other day in order to find this one, but I failed, and therefore this observation can have little value, but I thought it was of sufficient interest to relate it to the meeting.
Sir CHARTERS SYMONDS.
Some of the remarks the President has made induce me to at least ask one or two questions.
Looking back upon my surgical experience of many years, I can now, I think, as a result of what I have heard at these two meetings, explain several cases which, up till now, have always puzzled me. I believe they have been instances of diverticulitis.
One, a man aged 65, had obstruction, for which I performed colostomy. From the rectum a mass could be felt, and on opening the abdomen a large irregular mass was found attached to the pelvic colon, which I took to be malignant, and -I considered the case to be inoperable. After doing .the colostomy, therefore, I left the man to his fate. What was my surprise, therefore, when, a year later, he walked into my room and asked for a certificate. He was perfectly well, and his colostomy wound had closed spontaneously.
Another was a very interesting case, which confirms the statement which the President has made, namely, that communication with the bladder is rarely, if ever, due to malignant disease, but is due rather to the process which he has described. It occurred in the person of a tutor at one of our colleges. There was a mass which could be felt per rectum. He had a communication with the bladder, and passed faces and gas by that route, and tubercle bacilli had been found in the fweces. I did a colostomy, and he got perfectly well; he put on weight, and the communication with the bladder closed. He lived for some years, his end coming in one of the influenza epidemics. He declined to have his colostomy closed, for, as the President himself has said, the cases which get well are very comfortable.
I recall, also, the case of a lady upon whom I had to operate. I found an abscess in connexion with the transverse colon, which I never could explain, but I now consider it was a case of diverticulitis.
The President-also referred to communication with the bladder, and I would like very much to learn what he regards as the early symptoms of that process taking place. What symptoms are there which would lead him to suspect that a communication with the bladder was imminent or that it had become a possibility ? I ask because I can recall the cases of several people who experienced pain on the left side when the bladder was full. I recall now the instance of a patient who has pain in the left iliac fossa when his bladder is full, and it is relieved, sometimes completely, by the emptying of the bladder, though sometimes the pain remains, perhaps a whole day, afterwards. Associated with that, there is pain-not of a very severe character, but quite definitebefore an action of the bowels, and that pain is relieved by such action.
As I say, I have seen several of these cases, and it has been difficult to explain them. The knowledge I have gained in these two meetings, however, indicates that probably they were early cases of diverticuliti& in which adhesion to the bladder has occurred. Andmy question in this connexion is: Ought one to interfere, by colostomy or other measures, in that stage ?
The President has also spoken of the value of colostomy in these cases, and has told us that, in his opinion, it was unwise to close the colostomy. I think that is a very important piece of advice. I have mentioned one case in which the colostomy closed spontaneously and the patient remained well, and I was rather of the opinion that it was sound practice to close colostomies after all the local symptoms had disappeared. But I gather that the President, and others, would deem it wiser to retain the colostomy, for fear of any recurrence of the diverticulitis.
The PRESIDENT.
In reply to the interesting remarks of Sir Charters Symonds, I think he somewhat misunderstood me in regard to the question of closure of colostomies. I did not mean to convey that they should not be closed, but that it is seldom we get a case in which the symptoms disappear sufficiently to warrant such closure. It is really a matter of the degree of disease we have to deal with in any given case. I saw one patient$ four years after colostomy had been done, and examined him very carefully. I found there was still such a dense stricture that a probe could not be passed through: it seemed to have a density equal to that of cartilage. I think it is seldom the local condition disappears sufficiently to justify closure.
I am very interested in what Sir Charters Symonds has said about these bladder cases, and I think he has correctly described the symptoms of early attachment to the bladder. I am afraid I cannot answer his question very well, because I think in all four of the bladder cases I have seen the bladder perforation occurred suddenly: in one it occurred while I had the patient in a nursing home, and that patient certainly had no symptoms suggestive of bladder trouble, beyond some frequency of micturition, until he had a sudden rigor and gas in the bladder.
As to whether one should treat these bladder cases by early operation so as to anticipate perforation, I think perforation into the bladder is such a ghastly condition, and causes such acute cystitis and discomfort, that if one is able to anticipate its occurrence, one ought to use every means of doing so. The real difficulty is to persuade a patient to have colostomy done for a possible trouble which he has not yet experienced.
Sir GORDON WATSON.
The discussion on this subject has been so complete that I do not propose to take up any time except to call atten'tion to a wet specimen which I have brought here this evening. The case was diagnosed as one of carcinoma of the pelvic colon, by sigmoidoscopy, in the outpatient room. The patient was admitted to the ward at St. Mark's
